
Screening for Prostate Cancer With Prostate-Specific
Antigen Testing: American Society of Clinical Oncology
Provisional Clinical Opinion
Ethan Basch, Thomas K. Oliver, Andrew Vickers, Ian Thompson, Philip Kantoff, Howard Parnes,
D. Andrew Loblaw, Bruce Roth, James Williams, and Robert K. Nam

Ethan Basch and Andrew Vickers,
Memorial Sloan-Kettering Cancer
Center, New York, NY; Thomas K.
Oliver, American Society of Clinical
Oncology, Alexandria, VA; Ian Thomp-
son, University of Texas Health Science
Center at San Antonio, San Antonio,
TX; Philip Kantoff, Harvard Medical
School, Dana-Farber Cancer Institute,
Boston, MA; Howard Parnes, National
Cancer Institute, Rockville, MD; D.
Andrew Loblaw and Robert K. Nam,
Odette Cancer Centre, Sunnybrook
Health Sciences Centre, University of
Toronto, Toronto, Ontario, Canada;
Bruce Roth, Washington University in
St Louis, St Louis, MO; and James
Williams, Pennsylvania Prostate Cancer
Coalition, Camp Hill, PA.

Submitted April 2, 2012; accepted May
29, 2012; published online ahead of
print at www.jco.org on July 16, 2012.

Approved by the ASCO Clinical Practice
Guideline Committee Leadership: May
4, 2012.

Authors’ disclosures of potential con-
flicts of interest and author contribu-
tions are found at the end of this
article.

Corresponding author: Robert K. Nam,
MD, MSc, c/o American Society of Clin-
ical Oncology, 2318 Mill Rd, Suite 800,
Alexandria, VA 22314; e-mail:
guidelines@asco.org.

© 2012 by American Society of Clinical
Oncology

0732-183X/12/3024-3020/$20.00

DOI: 10.1200/JCO.2012.43.3441

A B S T R A C T

Purpose
An American Society of Clinical Oncology (ASCO) provisional clinical opinion (PCO) offers timely clinical
direction to the ASCO membership after publication or presentation of potentially practice-changing data
from major studies. This PCO addresses the role of prostate-specific antigen (PSA) testing in the screening
of men for prostate cancer.

Clinical Context
Prostate cancer is the second leading cause of cancer deaths among men in the United States. The rationale
for screening men for prostate cancer is the potential to reduce the risk of death through early detection.

Recent Data
Evidence from a 2011 Agency for Healthcare Research and Quality systematic review primarily informs this
PCO on the benefits and harms of PSA-based screening. An update search was conducted to March 16,
2012, for additional evidence related to the topic.

Results
In one randomized trial, PSA testing in men who would not otherwise have been screened resulted in reduced death
rates from prostate cancer, but it is uncertain whether the size of the effect was worth the harms associated with
screening and subsequent unnecessary treatment. Although there are limitations to the existing data, there is
evidence to suggest that men with longer life expectancy may benefit from PSA testing. Adverse events associated
with prostate biopsy are low for the majority of men; however, several population-based studies have shown
increasing rates of infectious complications after prostate biopsy, which is a concern.

Provisional Clinical Opinion
On the basis of identified evidence and the expert opinion of the panel (Table 1 provides a
description of how recommendations and evidence are rated):

● In men with a life expectancy < 10 years,* it is recommended that general screening for prostate cancer with total
PSA be discouraged, because harms seem to outweigh potential benefits.
Type and strength of recommendation. Evidence based: strong.
Strength of evidence. Moderate: based on five randomized clinical trials (RCTs) with intermediate to high risk of bias,
moderate follow-up, and limited data on subgroup populations.

● In men with a life expectancy > 10 years,* it is recommended that physicians discuss with their patients whether
PSA testing for prostate cancer screening is appropriate for them. PSA testing may save lives but is associated
with harms, including complications, from unnecessary biopsy, surgery, or radiation treatment.
Type and strength of recommendation. Evidence based: strong.
Strength of evidence. For benefit, moderate; for harm, strong: based on five RCTs (and several cohort studies) with
intermediate to high risk of bias, moderate follow-up, indirect data, inconsistent results, and limited data on sub-
group populations.

● It is recommended that information written in lay language be available to clinicians and their patients to facilitate the
discussion of the benefits and harms associated with PSA testing before the routine ordering of a PSA test.
Type and strength of recommendation. Informal consensus: strong.
Strength of evidence. Indeterminate: evidence was not systematically reviewed to inform this recommendation;
however, randomized trials are available on the topic.
*Calculation of life expectancy is based on a variety of individual factors and circumstances. A number of life
expectancy calculators (eg, http://www.socialsecurity.gov/OACT/population/longevity.html) are available in the
public domain; however, ASCO does not endorse any one calculator over another.

NOTE. ASCO PCOs reflect expert consensus based on clinical evidence and literature available at the time they are written and
are intended to assist physicians in clinical decision making and identify questions and settings for further research. Because of the
rapid flow of scientific information in oncology, new evidence may have emerged since the time a PCO was submitted for publication.
PCOs are not continually updated and may not reflect the most recent evidence. PCOs cannot account for individual variation
among patients and cannot be considered inclusive of all proper methods of care or exclusive of other treatments. It is the responsibility
of the treating physician or other health care provider, relying on independent experience and knowledge of the patient, to determine
the best course of treatment for the patient. Accordingly, adherence to any PCO is voluntary, with the ultimate determination
regarding its application to be made by the physician in light of each patient’s individual circumstances. ASCO PCOs describe the use
of procedures and therapies in clinical practice and cannot be assumed to apply to the use of these interventions in the context of
clinical trials. ASCO assumes no responsibility for any injury or damage to persons or property arising out of or related to any use of
ASCO PCOs or for any errors or omissions.
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INTRODUCTION

The American Society of Clinical Oncology (ASCO) has estab-
lished a rigorous, evidence-based approach—the provisional clin-
ical opinion (PCO)—to offer rapid responses to emerging data in
clinical oncology. The PCO is intended to offer timely clinical
direction to ASCO members after publication or presentation of
potentially practice-changing data from major studies. The Appen-
dix (online only) provides information on how PCOs are developed. A
2011 systematic review developed by the Agency for Healthcare Re-
search and Quality (AHRQ) on behalf of the US Preventive Services
Task Force (USPSTF) provided the opportunity to develop a PCO on
the ASCO position on the screening of men for prostate cancer using
prostate-specific antigen (PSA) testing.

STATEMENT OF THE CLINICAL ISSUE

Prostate cancer is the second leading cause of cancer deaths among
men in the United States,1,2 with the estimated number of deaths
exceeding 28,000 in 2012.3 The rationale for screening asymptomatic
men for prostate cancer in the general population is the potential for
reducing mortality rates through early detection of the disease. How-

ever, much controversy exists between the potential harms of screen-
ing and the potential benefits.

The issue of PSA testing is fraught with challenges: many individ-
uals do not have adequate information to help them decide whether to
be screened for prostate cancer, and providers may not have adequate
time, information, or training to help them provide appropriate med-
ical advice. Furthermore, there is controversy regarding the indica-
tions for biopsy and treatment. Weighing the potential benefits and
harms for each of these decisions is complex, involving many
tradeoffs, including the significant issues of overdiagnosis, overtreat-
ment, adverse events, and quality of life. This PCO focuses on PSA
testing for prostate cancer screening and also touches on the harms
and benefits associated with prostate biopsy. The role of digital rectal
examination and associated scientific evidence are not considered in
the context of this PCO. In addition, the treatment of prostate cancer
is outside the scope of this report, although brief mention of treatment
considerations, such as the role of active surveillance, is included in
the discussion.

Because PSA testing is already in wide use, the realistic scientific
challenge is to identify which men will not benefit from screening and
its downstream consequences. It is therefore essential to develop risk-
stratification and selective strategies as they pertain to screening, bi-
opsy, and treatment. These strategies should be based on the best

Table 1. Guide for Rating Recommendations and Strength of Evidence

Recommendation/Rating Definition

Recommendation
Evidence based Sufficient evidence from published studies to inform recommendation to guide clinical practice
Formal consensus Available evidence deemed insufficient to inform recommendation to guide clinical practice; therefore, expert panel used formal

consensus process to reach this recommendation, which is considered best current guidance for practice; panel may choose
to provide rating for strength of recommendation (ie, strong, moderate, or weak); results of formal consensus process are
summarized in guideline and reported in online data supplement

Informal consensus Available evidence deemed insufficient to inform recommendation to guide clinical practice; recommendation is considered
best current guidance for practice based on informal consensus of expert panel; panel agreed that formal consensus process
was not necessary for reasons described in literature review and discussion; panel may choose to provide rating for strength
of recommendation (ie, strong, moderate, or weak)

No recommendation Insufficient evidence, confidence, or agreement to provide recommendation to guide clinical practice at this time; panel
deemed available evidence as insufficient and concluded it was unlikely that formal consensus process would achieve level
of agreement needed for recommendation

Strength of recommendation
Strong High confidence that recommendation reflects best practice based on: strong evidence for true net effect (eg, benefits exceed

harms); consistent results, with no or minor exceptions; minor or no concerns about study quality; and/or extent of panelists’
agreement; other compelling considerations (discussed in guideline literature review and analyses) may also warrant strong
recommendation

Moderate Moderate confidence that recommendation reflects best practice based on: good evidence for true net effect (eg, benefits
exceed harms); consistent results, with minor and/or few exceptions; minor and/or few concerns about study quality; and/or
extent of panelists’ agreement; other compelling considerations (discussed in guideline literature review and analyses) may
also warrant moderate recommendation

Weak Some confidence that recommendation offers best current guidance for practice based on: limited evidence for true net effect
(eg, benefits exceed harms); consistent results, with important exceptions; concerns about study quality; and/or extent of
panelists’ agreement; other considerations (discussed in guideline literature review and analyses) may also warrant weak
recommendation

Strength of evidence
Strong High confidence that available evidence reflects true magnitude and direction of net effect (ie, balance of benefits v harms);

further research very unlikely to change either magnitude or direction of this net effect
Moderate Moderate confidence that available evidence reflects true magnitude and direction of net effect; further research unlikely to

alter direction of net effect; however, it might alter magnitude of net effect
Weak Low confidence that available evidence reflects true magnitude and direction of net effect; further research may change either

magnitude and/or direction of net effect
Insufficient Evidence is insufficient to discern true magnitude and direction of net effect; further research may better inform topic; use of

consensus opinion of experts is reasonable to inform outcomes related to topic
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available evidence and guide future research addressing one of the
most common decisions faced by men and practitioners every day.
Moreover, it is essential to be cognizant when interpreting the results
of randomized controlled screening trials that treatment patterns may
have a substantial impact on results, which may reflect imperfect
screening or treatment strategies. Nevertheless, recent epidemiologic
trends have shown a steady drop in prostate cancer mortality rates and
a lower proportion of men diagnosed with advanced prostate cancer.
The results of the randomized trials will help to determine whether
prostate cancer screening is a potential explanation for these trends.

Clinical Question

For asymptomatic men in the general population, do the benefits
ofPSAtestingforprostatecancerscreeningoutweighthepotentialharms?

Population of Interest

Asymptomatic men from the general population considering
PSA-based screening for prostate cancer.

Interventions and Comparisons

As part of prostate cancer screening for asymptomatic men in the
general population: PSA testing compared with no PSA testing.

Outcomes

All-cause mortality; prostate cancer–specific mortality; adverse
events, including urinary incontinence, bowel dysfunction, erectile
dysfunction, psychologic effects, and surgical complications; and
quality of life.

Literature Search Strategy

For this PCO, the literature search of the systematic review con-
ducted by the AHRQ4,5 was used as the basis of an update search to
March 16, 2012. In addition, personal files and a targeted search for
studies on the harms associated with prostate biopsy were conducted
using PubMed (2010 to 2012).

Literature Search Results

From the AHRQ systematic review,4,5 the benefits and harms of
PSA-based screening were informed by five randomized controlled
trials (RCTs)6-12 and one report from a single center13 participating in
an RCT.7 The authors also identified two systematic reviews inform-
ing the topic.14,15 In a companion clinical practice guideline developed
by the USPSTF,16 five clinical practice guidelines were identified,17-21

two of which have been updated.22,23 The literature search yielded
13-year follow-up results24 for the PLCO (Prostate, Lung, Colorectal,
and Ovarian) RCT6 and 11-year follow-up results25 for the ERSPC
(European Randomized Study of Screening for Prostate Cancer)
RCT.7 In addition, two population-based cohort studies26,27 and an anal-
ysis from the Rotterdam section of the ERSPC trial28 were also identified
to describe the adverse events associated with prostate biopsy.

Quality of the Evidentiary Base

Thequalityof the identifiedRCTs intheAHRQsystematic review4,5

was rated from poor to fair quality by the authors of the AHRQ review
using the quality appraisal methods of the USPSTF.29 These ratings were
consistent with the quality appraisal provided by the two identified sys-
tematic reviews.14,15 The reasons for the downgrading of RCT evidence
includedinsufficient follow-up,differences intheproportionofmenwith

previous PSA testing, noncompliance, contamination, and differences in
PSA cutoff levels, screening intervals, and treatment choices.

Concerning the primary outcomes of interest, it should be noted
that it is difficult to design randomized screening trials to detect
statistically significant differences in overall mortality because of the
interference, in the statistical sense, of death from other causes. The
sample size requirements needed to adequately power such trials are
generally not practicable. Instead, cancer-specific mortality is often
used as a quantifiable end point (eg, similar to evaluations of breast,
colon, and cervical cancer screening).

LITERATURE REVIEW AND ANALYSIS

For asymptomatic men in the general population, do the benefits of
PSA-based screening for prostate cancer outweigh the potential harms?

Benefits

The AHRQ systematic review4,5 reported on five randomized
trials,6-12 including data from a single center,13 and two systematic
reviews.14,15 Compared with controls, men randomly assigned to
PSA-based screening experienced a statistically significant increase
in prostate cancer incidence; however, there were no significant
differences in overall or prostate cancer–specific mortality.4,5

Those results were driven primarily by the two largest and highest
quality–rated (fair quality) RCTs: the PLCO6 and ERSPC7 trials. In
those trials, because there were not specific guidelines about how
screen-positive men were treated, it is not clear whether the lack of
benefit resulted from limitations of screening, limitations of risk-
stratification strategies for selecting treatment, or both.6,7 In addition,
there are well-described methodologic and logistic limitations associated
with these trials.4,5,30

In the PLCO trial, which involved 76,685 men age 55 to 74 years, the
intervention arm was offered six annual PSA tests compared with the
control arm, which received usual care (which may have also included
PSA testing). The PSA threshold to warrant further investigation was � 4
ng/mL. After 7 years of follow-up, no statistically significant differences in
overall or prostate cancer–specific mortality were detected. In that trial,
approximately half of the patients in the control arm also received PSA
screening.After13yearsof follow-up,theauthorsreportedsimilarresults,
with no statistically significant differences in overall or prostate cancer–
specific mortality detected.24

In contrast, the ERSPC trial, which involved 182,160 men age 50
to 74 years, offered PSA testing approximately once every 4 years and
established a PSA threshold of � 3 ng/mL. The lower PSA threshold
resulted in more positive results and hence more false positives; how-
ever, the ERSPC trial did not experience a contamination effect, as
clearly shown in differences in stage distribution between the control
and PSA-screened groups at the time of diagnosis. After 9 years of
follow-up, in a predefined subgroup analysis of 162,388 men between
the ages of 55 and 69 years, a 20% reduction in prostate cancer–specific
mortality but not overall mortality was detected with PSA testing.7

That result was maintained after 11 years of follow-up.25 In addition to
the combined reporting of results of the participating centers of the
ERSPC trial, the Göteborg trial,13 a component of the ERSPC trial,
reported separate data on 20,000 men after 14 years of follow-up. In
that trial, statistically significant differences in prostate cancer–specific
mortality of up to 56% were detected in favor of the PSA-screened
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arm.13 The Göteborg trial began as an independent study before the
initiation of the ERSPC trial, and it was predetermined that results
would be presented separately. The data from the Göteborg trial13 are
included in the ERSPC analyses.7,25

The remaining three RCTs8-12 were rated as being of poor qual-
ity.4,5 Given the availability of the larger and higher-quality RCTs,6,7

they did little to inform the issue of PSA screening.
Overall, using the ERSPC trial data of 162,388 participating men age

55 to 69 years, the relative reduction in the risk of death resulting from
prostate cancer was 21% (rate ratio, 0.79; 95% CI, 0.68 to 0.91; P � .001),
with prostate cancer death rates of approximately four per 1,000 men
screened versus five per 1,000 men screened. In other words, in the best-
case scenario todate,1,055menwouldbeneededtobe invited for screen-
ing, with two to three PSA tests over 11 years of follow-up (and 37 cancers
detected), to prevent one death resulting from prostate cancer.25

Harms

TheAHRQsystematic review4,5 reportedthat the false-positiverates
associated with PSA screening were 12.9% in the PLCO trial6 after four
rounds of screening and 12.5% in one center of the ERSPC RCT7 after
three rounds of screening. In the PLCO trial, harms associated with diag-
nostic evaluations, including biopsy, were reported to be infection, bleed-
ing, and urinary difficulty (68 events per 10,000 evaluations).4-6 In one
center of the ERSPC trial, among 5,802 biopsies performed, reported
harms were fever (3.5%), urinary retention (0.4%), hospitalization for
signs of prostatitis or urosepsis (0.5%), and hematuria (22.6%) and he-
matospermia (50.4%) more than 3 days after biopsy. 4,5

Nam et al26 were the first to show an increase in complication
rates after a transrectal ultrasound–guided biopsy over a 10-year pe-
riod (1996 to 2005) from a large, population-based study of more than
75,000 men. The hospital admission rate for urologic complications
within 30 days of the procedure was 1.9%. Over the study period, the
30-day hospital admission rate increased from 1.0% in 1996 to 4.1% in
2005 (P for trend � .001), with the majority of patients (72%) seen for
infection-related reasons. In that study, the overall 30-day mortality
rate was 0.09%.26 This finding was confirmed by a subsequent study
comparing 30-day hospital admission rates from Medicare partici-
pants in the Surveillance, Epidemiology, and End Results regions from
1991 to 2007.27 The 30-day hospital admission rate was 6.9% among
17,472 biopsied men, which was approximately 2.5 times higher than
that among a random sample of 134,977 population controls. Admis-
sion rates increased over the study period, with infectious causes being
greater in more recent years.27

Further analysis of the 10,474 patients who underwent a biopsy is
available from the Rotterdam section of the ERSPC randomized
trial.28 Patients assessed by questionnaire 2 weeks after biopsy re-
ported a 4.2% rate of fever and hospital admissions, with 81% related
to infection.28 Year of biopsy was the only positively associated factor
associated with increased hospital admission rate.

DISCUSSION

The quality, quantity, and limitations of the identified literature make
definitive recommendations around the role of PSA screening for
prostate cancer difficult. This is reflected in the recommendations of
other major US health organizations that have provided recommen-
dations on the topic.16-23 Although there is general agreement that

screening is not helpful for men who do not have a reasonable life
expectancy beyond 10 years, recommendations have ranged from
supporting general population screening21,23 to screening selected
groups of men who are fully informed of the harms and benefits.18,20,22

In addition, several groups cited inconclusive evidence to make a
recommendation for or against PSA screening for men younger than
age75years.16,17,19 Ofnote is theupdateof theUSPSTFrecommendation
statement for 2012, which recommends against routine screening.30a

Despite the uncertainty, for those men who choose to undergo PSA
screening, more cases of prostate cancer will be identified. A large propor-
tion of those men will ultimately be diagnosed with low-risk disease,
whichmaynothavepresenteditselfclinicallyovertheir lifetimes.Formen
with low-risk disease who seek treatment, it is not clear if the risk of dying
asaresultofprostatecancer,oranyothercause, isreducedcomparedwith
men who chose active surveillance.31,32 In the Swedish study in which
men were randomly assigned to surgery or watchful waiting, cancer-
specific survival was higher among men who underwent surgery. How-
ever, the study patients did come from a PSA-screened population,
andtheexternalvalidityoftheresultsmaybelow.31Ontheotherhand,the
PIVOT (Prostate Cancer Intervention Versus Observation Trial) study
involved a North American screened population and showed no differ-
ence in overall survival rates between men randomly assigned to either
surgery or watchful waiting.32 However, in a subgroup analysis, a survival
advantage for surgery was found for patients who had a PSA � 10 ng/mL
at diagnosis. It is important to emphasize that to date, these results
have not been published and have only been presented in abstract
form.32 A critical review of the data and results will be required
before any definitive conclusions can be made from this study. In
addition, a National Institutes of Health consensus statement con-
cluded that men with low-risk prostate cancer may be better can-
didates for active surveillance rather than immediate treatment,
although the authors acknowledged a lack of standard approaches
and of high-quality evidence for recommending when to move
from active surveillance to treatment.33 In contrast, for those who
do not choose PSA-based screening, there is the risk of missing
more aggressive forms of localized prostate cancer that might be
successfully treated if detected early with screening.

Screening with PSA may identify prostate cancers earlier, but
better screening approaches are needed, such as risk stratification
for screening and assessing individualized risk for prostate cancer.
It is well established that a patient’s age and level of comorbidity
need to be considered when deciding whether to screen for prostate
cancer.34-36 Assessing risk for prostate cancer has been achieved
through development of prostate cancer risk calculators. These
factor not only PSA but other risk factors and tumor markers for
prostate cancer as well. Rather than using a cutoff value, individual
probabilities for any and aggressive prostate cancers are calculated,
with the decision for biopsy based on patient and physician views
on that risk. Thompson et al37 were the first to develop a prostate
cancer risk calculator, followed by others in Canada38 and Eu-
rope.39 Although the latter tools have been evaluated and validated
by external populations,38,39 there is no evidence to support that
these tools have affected the success of screening programs to date.
Further research will be required to determine how patients per-
ceive their individual risk-threshold probabilities for prostate can-
cer to better evaluate the impact of prostate cancer risk calculators
in the context of a prostate cancer screening program.
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TheissuessurroundingPSAtestingarecomplexandmaybedifficult
toconveyduringthelimitedtimeofaroutineofficevisit.40 Althoughthere
is little risk associated with obtaining a PSA test, the downstream implica-
tions of the test results necessitate shared and informed decision making.
Formal written consent may not be necessary, but at a minimum, a
discussionof theknownrisksandpotentialbenefits shouldtakeplaceand
be documented in the patient’s medical record.40 In addition, as part of
the informed and shared decision-making process, it is important that
discussion include the topic of men who are not appropriate candidates
forPSAtesting.Frankdiscussionaroundlifeexpectancyis important,and
for those who would clearly not benefit, it should be communicated that
PSA testing as part of prostate cancer screening is not indicated. To aid
with the discussion, decision aids, which have been shown in randomized
trials to influence decision making around prostate cancer screening,41,42

should be available to patients before the decision on whether to pursue
PSA testing for prostate cancer screening. Although ASCO does not en-
dorse any one decision aid over another, a sample of information sources
is provided in Table 2. In addition, an ASCO decision aid based on this
PCO is available at www.asco.org/pco/psa.

Therationaleforscreeningmenforprostatecanceristhepotential to
reduce the risk of death through early detection, and there is some evi-
dencetosuggest screening isbeneficial forsomegroupsofmen.Although
not ideally informed, PSA testing is already in wide use, and the realistic
scientific challenge is to identify which men will benefit from screening or
its downstream consequences and which men will not. There has been
tremendous effort to evaluate new biomarkers for prostate cancer to
replace the PSA test for prostate cancer screening. The spectrum of bio-
markers has ranged from genetic-based markers (eg, single nucleotide
polymorphisms) to serologic protein markers, particularly from the Kal-
likrein family of proteins, of which PSA is a member, to urinary-based
markers. To date, none have been able to replace the PSA test for prostate
cancer screening.

At this point in time, it is uncertain whether the benefits associated
with PSA testing for prostate cancer screening are worth the harms asso-
ciated with screening and subsequent unnecessary treatment. Better evi-

dence is needed regarding the benefits and risks of screening in high-risk
subgroups, including those with family history of the disease and those of
African American decent. There is no evidence that populations with a
higher overall prevalence of prostate cancer have a different degree of
benefit or risk related to PSA-based screening compared with the general
population.Areasoffutureresearchincludethesearchforotherscreening
tests that improvethepredictiveaccuracyofPSAforclinicallymeaningful
outcomes related to prostate cancer and the need for high-quality evi-
dence comparing radiation with surgery for screen-detected localized
prostate cancer. Because the evidence does not clearly inform the issue
around PSA-based screening and its downstream effects, the importance
of informed and shared decision making becomes paramount.
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Table 2. Clinical Tools and Resources

Type Resource/Tool

Prostate cancer risk calculator for general population
Prostate Cancer Prevention Trial prostate cancer risk calculator http://prostatecancerinfolink.net/risk-prevention/pcpt-prostate-cancer-risk-

calculator/
http://deb.uthscsa.edu/URORiskCalc/Pages/uroriskcalc.jsp

Sunnybrook nomogram–based prostate cancer risk calculator http://www.prostaterisk.ca
European Randomised Study of Screening for Prostate Cancer risk calculator http://www.prostatecancer-riskcalculator.com/en/prostaatwijzer_vooraf.html

Screening for prostate cancer
American Cancer Society: Testing for prostate cancer—“Should I be tested?

Is this the right choice for me?”
http://www.cancer.org/acs/groups/content/@nho/documents/document/

acspc-024618.pdf
CDC: Prostate cancer screening: 2006 decision guides (one specific to African

American men)
http://www.cdc.gov/cancer/prostate/basic_info/screening.htm

Health dialog: Is a PSA test right for you? 2011 Web booklet and videos https://www.healthcrossroads.com/example/crossroad.aspx?contentGUID�
fc326615-5b29-47f1-87c3-9a3e2d946919

Prosdex: University of Cardiff 2005 online resource http://www.prosdex.com/index_content.htm
Healthwise: Prostate cancer screening: Should I have a PSA test? 2010

decision aid
http://www.healthwise.net/cochranedecisionaid/Content/StdDocument.aspx?

DOCHWID�aa38144
Mayo Clinic: Prostate cancer screening: Should you get a PSA test? 2011 http://www.mayoclinic.com/health/prostate-cancer/HQ01273
USPSTF: How to talk with your patients when evidence is insufficient. 2008

short video
http://www.uspreventiveservicestaskforce.org/uspstf/uspsprca.htm

Abbreviations: CDC, Centers for Disease Control; PSA, prostate-specific antigen; USPSTF, US Preventive Services Task Force.

Basch et al

3024 © 2012 by American Society of Clinical Oncology JOURNAL OF CLINICAL ONCOLOGY

www.asco.org/pco/psa


REFERENCES

1. American Cancer Society: Cancer Facts and
Figures 2011. Atlanta, GA, American Cancer Soci-
ety, 2011

2. Jemal A, Murray T, Samuels A, et al: Cancer
statistics, 2003. CA Cancer J Clin 53:5-26, 2003

3. Siegel R, Naishadham D, Jemal A: Cancer
statistics, 2012. CA Cancer J Clin 62:10-29, 2012

4. Chou R, Croswell JM, Dana T, et al: Screening
for prostate cancer: A review of the evidence for the
U.S. Preventive Services Task Force. Ann Intern
Med 155:762-771, 2011

5. Lin K, Croswell JM, Koenig HC, et al:
Prostate-Specific Antigen-Based Screening for Pros-
tate Cancer: An Evidence Update for the U.S. Pre-
ventive Services Task Force—Evidence Synthesis
No. 90. Rockville, MD, Agency for Healthcare Re-
search and Quality, 2011

6. Andriole GL, Crawford ED, Grubb RL 3rd, et
al: Mortality results from a randomized prostate-
cancer screening trial. N Engl J Med 360:1310-1319,
2009
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